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 K 000 Initial Comment  K 000

Surveyor: 15417

This Statement of Deficiencies was generated as 

the result of a Complaint Investigation Survey 

conducted at your facility on August 12, 2009.

The facility was licensed as a Business that 

Provides Referrals to Residential Facilities for 

Groups (BPR).

There were no clients at the time of the survey.

There was one complaint investigated.

Complaint # NV00022793 was substantiated.

The following deficiencies were cited.

 K 022

SS=D
NAC 449.27829 Responsibilities of Referral 

Agency

2. A referral agency shall not:

(a) Accept any fee, inducement or incentive, for 

any reason, from a residential facility for groups 

or from any person or entity associated with a 

residential facility for groups.

This Regulation  is not met as evidenced by:

 K 022

Surveyor: 15417

Based on interview, the facility failed to ensure 

that fees were not accepted, for any reason, from 

a residential facility for groups or from any person 

or entity associated with a residential facility for 

groups.

Findings include:

On 8/12/09 at 2:07PM, the owner of the referral 

agency, stated that she was seeking payment 

from a group care provider, after referring a 

resident for admission to a Residential facility for 

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Groups. 

Severity:  2               Scope:  1

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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